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Editor's Note:
This commentary is being published in cooperation with the European Journal of Physical and Rehabilitation Medicine as part of a collaborative project that started in 2008. national populations (Denmark, Sweden, Finland, Portugal, and Germany). Seventeen studies focused on counties, provinces, or regions in Norway, Sweden, Italy, Switzerland, Spain, Denmark, Ireland, the United Kingdom, and France. 3 That review analyzed the European data between about 1980 and 2003 regarding incidence, prevalence, mortality, severity, and outcomes but did not take into account the professional medical staff involved in patient management, especially the role of physiatrists. In 2006, the White Book on Physical and Rehabilitation Medicine in Europe 8 was published. This book set out the position, the clinical context of the work, the function, the specialty, and the competencies expected of physical and rehabilitation medicine in Europe. It reported how rehabilitation may be effective in reducing the burden of disability and in enhancing opportunities for people with disabilities. In particular, physical and rehabilitation medicine aims at reducing the impairment caused by disease, where possible, in preventing complications, in improving functioning and activity, and in enabling participation. Appendix II shows examples of disabling conditions commonly encountered by physical and rehabilitation medicine specialists, in particular, the consequence of trauma, musculoskeletal conditions, cardiovascular disorders, respiratory conditions, obesity and metabolic conditions, neurologic conditions, acute and chronic pain conditions, and others.
Unfortunately, in Europe, there is no single register or a consensus conference on the role of physiatrists in the management of TBI. We searched Medline for articles published between 1990 and 2010. The search was undertaken using such terms as epidemiology, head injury, physiatrist, brain injury, and Europe. These terms were linked using the combinations of epidemiology plus head injury or brain injury and physiatrist and Europe. A systematic review of brain injury epidemiology in Europe showed nonconclusive data. Also, the European Society and Individual ministries of health have no up-to-date data on individual health professions involved in the management of TBI. To fill this gap, a survey of major TBI experts from the European Society of Physical and Rehabilitation Medicine was carried out in MayYJune 2010. The purpose of this survey was to collect data from TBI specialists on various aspects of this condition in Europe. A questionnaire form was sent via Email to the members on the mailing list (around 4000 specialists) of the European Society of Physical and Rehabilitation Medicine. The experts were asked to reply regarding their center and to forward the questionnaire to other colleagues in their country. The questionnaire items investigated different aspects of TBI rehabilitation policies in Europe and the role and level of involvement of the various professionals. The survey focused on the definition of a TBI model in each country to translate this result into a single Europe-wide vision. Fifty-nine reply cards from 16 countries were received. The countries include Belgium, Estonia, Hungary, Ireland, Italy, Liechtenstein, Lithuania, the Netherlands, Portugal, Romania, Slovenia, Spain, Sweden, Switzerland, Turkey, and the United Kingdom. The rehabilitation facilities that participated in the survey are dedicated mainly to TBI rehabilitation (43%), general hospital (26%), rehabilitation hospital without specific beds dedicated to TBI (29%), and rehabilitation hospital for TBI (2%). In 33 of 57, there was an intensive care unit in the same hospital and neurosurgery in 24. The payment provided is 100% public in 39 of 54 centers, and private insurance is relevant in only a few centers. The prevalent etiology of the TBI was road accidents, and the second most common etiology was falls. The survey showed that in all European countries, rehabilitation programs start in the acute unit before admission to the rehabilitation unit (71%). The physiatrist is well represented in the rehabilitation unit, whereas there is a lack of vocational therapy and, in part, cognitive rehabilitation. A direct connection with the community rehabilitation program upon discharge was rated as follows: good (56%), neutral (32%), excellent (12%), fair (0%), and poor (0%). Home is the prevalent destination upon discharge, but other alternatives are used.
Although our sample represents only 10% of all European centers, it is multinational and represents those centers with TBI specialists and many physiatrist members of the European Society of Physical and Rehabilitation Medicine. In some countries, such as Austria, Germany, and others, TBI rehabilitation is managed for the most part by neurologists, and the methodology applied may be different. We received 59 questionnaires from 17 European nations with good geographic representation (Baltic area, areas of Eastern Europe, Central Europe, and the southern areas). Nearly half of the rehabilitation facilities have specific beds dedicated to the rehabilitation of TBI. Data from different parts of Europe showed some differences in the organization of TBI rehabilitation centers with regard to the technology applied. A good portion of the centers is equipped with good technology for the assessment of movement and especially for rehabilitative interventions with complex technology: magnetic resonance, laboratory for motion analysis, and robotic devices.
In many centers, the rehabilitation team includes physiatrists, nurses, physical therapists, occupational therapists, speech therapists, psychologists, and social workers. In some cases, the team also included an internist and a neurologist. From a clinical point of view, the median time from the acute event to admission to a rehabilitation facility was 30 days. In almost all countries, rehabilitation started early in the intensive care unit. 9, 10 There was an uneven length of stay (18Y185 days), indicating very different organizational models of rehabilitation across the European territory; the median of 75 days also indicates substantial differences between the European and United States models. In a recent study of the Uniform Data System, 101,188 patients showed an average length of stay decreasing from a mean (SD) of 22.7 (20.5) days to 16.6 (14.8) days during the period 2000Y2007. 11, 12 The destination upon discharge emerging from the survey in Europe differs significantly: in only six nations, more than 80% of TBI patients were discharged to go home (55% of total). 2 Other destinations upon discharge were long-term facility (17%), social facility (7%), acute hospital (4%), other rehabilitation unit (15%), and dead (2%). The percentage of pressure sores on admission and upon discharge showed that although there were large numbers on admission, an appropriate medical rehabilitation treatment and good nursing led to the discharge percentage being very low. 13, 14 The findings in the present survey are compared with newly analyzed information for three previous large series: the International Data Bank involving the United Kingdom, the Netherlands, and the United States; the North American Traumatic Coma Data Bank; and data from four centers in the United Kingdom. The comparisons showed substantial similarities and also differences that may reflect variations in policies of admission of head injury to TBI rehabilitation units and the evolution in methods of assessment, investigation, and management.
We showed here with preliminary data some interesting data on the policies of rehabilitative organization in Europe and the role of the physiatrist in TBI rehabilitation. There are no common guidelines for all European regions. 15Y17 We highly recommend the development of research guidelines to standardize definition, case finding, and data reporting parameters to help establish a more accurate description and, hence, utility of the epidemiology of TBI in Europe.
